Introduction {#sec0005}
============

Reassurance is the removal of fears and concerns about illness.[@bib0230] In medicine, reassurance can refer to the behavior of a caregiver,[@bib0235] or to the response of a patient.[@bib0240] Reassurance is said to have been successful if a patient responds to a clinical consultation with less fear and concern about their illness.[@bib0245] Despite being a core aspect of medical care, and the cornerstone of management for a number of non-specific conditions,[@bib0250], [@bib0255], [@bib0260] reassurance is a clinical skill that remains poorly understood. In non-specific conditions such as low back pain, where a diagnosis is unclear or unavailable, reassurance is particularly difficult. The success of primary health care relies on effective management of emotional distress in these patients.[@bib0265] Historically, however, clinical observations, theoretical models and experimental data suggest the process of reducing emotional distress with reassurance is not straightforward.

Clinical observations {#sec0010}
=====================

Reassurance has been the topic of clinical observation and commentary in general medical journals since the 1970s.[@bib0270], [@bib0275] Authors such as Kessel[@bib0270] and Sapira[@bib0275] saw reassurance as essentially a psychotherapeutic technique rather than an inevitable byproduct of a medical consultation. As such, the clinical approach to formal reassurance at this time was based partly on psychotherapy principles and partly on clinical intuition: psychotherapeutic in that practitioners explored the patient\'s, often hidden, fears and concerns; and intuitive in that the natural desire of a caregiver was to alleviate a patient\'s concerns.[@bib0275]

There appears to be no consensus among clinicians over exactly how practitioners should behave in order to reassure a patient. Some authors believe practitioners should be primarily empathic and collaborative.[@bib0275], [@bib0280] Sapira[@bib0275] felt that a lack of empathy when attempting reassurance would ultimately cause patients to feel misunderstood and seek another opinion. Other authors consider authority, paternalism and objectivity to be the essential characteristics of a reassuring practitioner.[@bib0270], [@bib0285] Kessel,[@bib0270] for example, believed that "Sick people want their doctor to take charge". There is debate about whether practitioners need to repeat reassurance because this could either reinforce a positive message[@bib0270], [@bib0275] or, on the contrary, give the impression of uncertainty.[@bib0290]

Most authors agree that effective reassurance should, like any medical encounter, involve some form of data gathering followed by information giving.[@bib0270], [@bib0275], [@bib0280], [@bib0295] Data gathering refers to when practitioners, through questioning, examination, and testing, collect data on the physical and emotional aspects of a patient\'s illness.[@bib0280] Based on these findings, practitioners then provide the patient with information about the nature of their illness and decide on a management plan. While commentators have viewed these stages as essential aspects of the medical encounter,[@bib0280] it is unclear to what extent these stages are important. For example, the manner in which a practitioner collects data, e.g. through taking a thorough history and performing a physical examination, might in itself be reassuring.[@bib0270] Generic information giving through mass media campaigns might be reassuring even without the data gathering stage.[@bib0300] Furthermore, there is no agreement on either the most important data to gather, or the most important information to give, during a consultation in order to optimize reassurance.

The process of data gathering and information giving is particularly challenging in non-specific conditions. In these conditions, collecting the usual clinical data from routine diagnostic tests and investigations is not recommended by guidelines.[@bib0250], [@bib0255], [@bib0260] Is it possible to confidently reassure these patients without having collected those data? In the information giving stage, Gask and Usherwood[@bib0280] suggest that the information should at the very least be tailored to what the patient already knows, what they want to know, and what they need to know. Giving information on diagnosis, prognosis and the role of emotional factors appears to be important.[@bib0305] However, if diagnosis and prognosis is unclear or unavailable, as is often the case in non-specific conditions such as low back pain, how should a practitioner proceed? Is it satisfactory to focus on the absence of disease,[@bib0275] on alternative explanations for the symptoms,[@bib0280] or perhaps a combination of the two?

Research to date has offered no clear guidance or consensus on what constitutes a reassuring consultation. There is, however, one consistently observed phenomenon: attempts at reassurance have the potential to *increase* concern.[@bib0310], [@bib0315] To illustrate this point Fantry,[@bib0285] a physician, reported on the effects of assurances from medical staff who were caring for her severely injured brother. She noted that regular emotional assurances such as "everything will be fine" and "his pupils seem more reactive today" could increase or decrease her family members' emotional distress more than any objective medical data:""*\[my family\] "felt as if they were on a roller-coaster ride," which is not because my brother\'s hospital course itself was filled with days of progress and setbacks. Rather, it was just the opposite. But their emotions were not based on a review of his most recent labs, CT scan, and coma score*." Fantry et al.[@bib0285], Page 1338, Final paragraph."

From this experience on the other side of the patient-physician consultation, Fantry suggested that doctors should focus more on providing accurate prognostic and diagnostic information, and less on providing intuitively reassuring remarks such as knee-jerk platitudes and messages of hope.

Indeed, their narrative review of reassurance for painful conditions, Linton et al.[@bib0245] question whether, because of its potential to increase concern, recommendations to reassure patients in pain might in fact be premature: "*...the effects of reassurance on pain related problems are inconsistent, sometimes small, sometimes transient, and sometimes paradoxical. Thus, general recommendations for reassurance appear premature and a better understanding is needed*." Linton et al.[@bib0245], Page 7, Paragraph 3.

Theoretical models of reassurance {#sec0015}
=================================

Pincus et al.[@bib0235] formalized some of the intuitive aspects of reassurance for patients with non-specific symptoms. These authors combined historical ideas such as the need to gather data from a patient and to provide information about their condition, with the role of empathy and some principles of persuasion, to propose a theoretical model of reassurance. The model, an extension of Coia and Morley\'s[@bib0320] work in medical reassurance for psychosomatic illness, categorizes styles of reassurance as affective or cognitive. Affective reassurance aims to enhance the patient-practitioner relationship e.g. rapport building, empathic communication and simple assurances that everything will be ok. Cognitive reassurance aims to enhance a patient\'s knowledge and understanding of their health problem, for example using patient education to reduce worry and promote appropriate health service use. Pincus\'s model[@bib0235] is yet to be formally tested.

For patients with low back pain, perhaps the most common example of a non-specific condition, the concept of reassurance aligns well with the Fear Avoidance Model.[@bib0325] Until recently, the Fear Avoidance Model largely underpinned the recommendations to reassure patients with low back pain.[@bib0245], [@bib0330] In contrast to Pincus\'s model, which does not address the role of pain-related fear, the Fear Avoidance Model outlines how fear, worry, and illness information can lead to chronic disability. However, rather than focus on reassurance per se, the Fear Avoidance Model outlines how fear and worry when left untreated or when worsened by harmful illness information leads to disability. For example, the model suggests providing harmful illness information to patients can increase worry, catastrophization (holding a catastrophic view of one\'s symptoms and prognosis), and negative affect. This in turn increases fear of pain/harm and leads to avoidance, disuse and depression.

Neither of these models of reassurance has been able to explain *how* to best reduce fear and concern about physical symptoms such as low back pain. How, for example, can a practitioner convince a patient that there is no serious illness or threat when that patient is experiencing severe pain? Pincus et al.[@bib0235] provide no explanation for how reassurance might influence symptoms directly nor do they include the role of pain-related fear, despite there being clear evidence that contextual factors, such as fear and concern, directly influence pain and disability.[@bib0335] Although the Fear Avoidance Model considers the role of fear and iatrogenesis in the development of disability, it does not consider how practitioners might change these factors. Furthermore, neither model postulates on the role of reassurance in the development of chronic pain.

Evidence on how to provide reassurance {#sec0020}
======================================

Perhaps the most widely investigated method of reassurance has been the use of negative diagnostic test results. Many practitioners order diagnostic tests because they expect evidence of no serious disease will be reassuring.[@bib0240] A number of randomized trials have now investigated how patients respond after they have been provided with negative diagnostic tests. As predicted by Warwick and Salkovskis[@bib0290] back in 1985, the effects of diagnostic tests on measures of concern are at best unpredictable.[@bib0340] In low back pain there is high quality evidence that providing radiological reports does not reduce concern[@bib0240], [@bib0345] and might worsen disability outcomes.[@bib0350] Although MRI results showing no serious pathology can be reassuring for patients with headache, results are not maintained in the long term.[@bib0355] There is convincing evidence from systematic reviews in mixed non-specific conditions[@bib0240], [@bib0345] that negative diagnostic tests do not lead patients to respond with less fear or concern about illness.

Another practitioner behavior that has been investigated by clinical trials, and where the goal is reassurance, is patient education. There is preliminary evidence that cognitive reassurance (information, education), but not affective reassurance (rapport building, empathy), can reduce fears and concerns in the long term.[@bib0235] Modern education techniques, such as those focused on pain biology,[@bib0360] also appear to reduce catastrophizing more than conventional education.[@bib0365] Our recent systematic review found high quality evidence (14 trials, *n* = 4872) that patient education can reduce fears about back pain and subsequent health services use.[@bib0370] Interventions that were as short as 5-min duration had reassuring effects for up to 12-months. There was also evidence that the professional background of the educator could influence outcomes: physicians were more effective than physical therapists or nurses.

Optimizing patient education to reassure patients {#sec0025}
=================================================

While patient education appears to be an effective method of reassurance, the effect sizes are small. Other studies have investigated strategies that could increase the effects of patient education. For example, after noting the influence of professional background on the effectiveness of reassurance, we attempted to enhance the credibility, or believability, of a physical therapist providing patient education.[@bib0375] This randomized trial found that dressing in formal attire did not influence the credibility of patient education and was therefore unlikely to optimize the effects of these treatments in primary care.

A second strategy for optimizing reassurance has been to target patient education to patients with a poor prognosis. For example, we have developed a prognostic model -- the PICKUP (Preventing the Inception of Chronic Pain) model -- that can successfully predict the onset of chronic low back pain. The results of the PICKUP research suggested that to date, this model has the highest predictive accuracy of any currently available model for patients with acute low back pain. We found evidence that using the model in Australian primary care could lead a 40% reduction in unnecessary interventions for patients with a good prognosis.[@bib0380] We also investigated the causal role of emotional distress in health services overuse for low back pain.[@bib0385] The results showed that, after controlling for known confounding factors, emotional distress was an important cause of ongoing health services use after an episode of low back pain. Together these findings suggest that targeting emotional distress in patients with a poor prognosis with reassurance could be an effective way to prevent problematic low back pain. The Prevent Trial,[@bib0390] a large multi-center randomized trial has investigated that very question. This trial compared two distinct types of reassurance: one focused on listening and data gathering (sham education), and the other focused on information giving (pain biology education). Although the final results of this study are yet to be published, this will be the first placebo-controlled trial of reassurance for low back pain.

Implications of recent findings on reassurance {#sec0030}
==============================================

Because emotional distress causes increased healthcare use, reducing emotional distress through effective reassurance is likely to reduce the health services overuse problem in low back pain ([Fig. 1](#fig0005){ref-type="fig"}). There is also potential for this finding to generalize to other health conditions. For example, areas where health service overuse is problematic include antibiotic use for the common cold,[@bib0395] arthroscopic knee surgery for degenerative meniscus tears,[@bib0400] and prostatectomy for low-risk prostate cancer.[@bib0405] Identifying and treating emotional distress in patients seeking these services, for example through patient education, might be a worthwhile research endeavor in the campaign to reduce overuse. Unfortunately, while it is brief and easy to implement, patient education alone has only modest effects. Attempting to optimize these effects is also not straight forward; long, multi-session interventions are not more reassuring than a single consultation, and modern biopsychosocial content is not more reassuring than traditional biomedical content. Furthermore, the credibility of reassurance cannot be improved by manipulating simple characteristics of a practitioner such as their professional attire. When taken together, these findings suggest that reassurance is a clinical skill that is probably more important, and more difficult, than practitioners and researchers might expect.Figure 1**Model of reassurance and health services overuse for acute non-specific symptoms**. Solid arrows = evidence of a causal relationship. Broken arrows = hypothesized causal relationship. Figure should be read from left to right. Explaining symptoms can lead to reduced uncertainty, reduced fear and concern, and thereby reduce health services use. Explaining symptoms might reduce health services use directly through symptom reappraisal, or indirectly through reducing symptoms that drive health services use. Practitioners can influence health services overuse by using explanations that aim to reduce fear and concern.

Recommendations for practice {#sec0035}
============================

The PICKUP prognostic model is a ready-to-use clinical tool that can identify patients who are likely to recover quickly and those who are at high-risk of chronic pain. Patients identified as being high-risk of chronic pain may need more sophisticated reassurance than basic information about the benign nature of low back pain. In fact, one could argue that assuring patients in this high-risk group that low back pain is benign, would constitute false reassurance. These patients have a high symptom burden and a high level of emotional distress. Because emotional distress is causally related to health outcomes, namely health services use, structured interventions to reduce emotional distress, such as cognitive behavioral therapy,[@bib0410] and mindfulness-based stress reduction,[@bib0415] could therefore be useful early intervention options for this high-risk group. Unfortunately, these interventions are resource intensive and only likely to be beneficial for those with a very poor prognostic profile. A key advantage of the pain biology education approach is that practitioners can provide that intervention in two consultations. Results from the Prevent Trial will provide much needed data on whether pain biology education is adequate to manage emotional distress in this high-risk group.

Practitioners should expect patient education to reduce some, but not all, aspects of emotional distress. Education that was brief and accompanied by written information yielded the largest effects on the 'fear' component of emotional distress. Interestingly, patient education did not change the 'concern' component of emotional distress (anxiety, worry, catastrophization), which suggests other strategies are needed to manage these factors. Pain biology education, which has been shown to reduce catatrophising,[@bib0420] is a promising option. Furthermore, there is no evidence that conventional patient education can change depressive symptoms. Depressive symptoms are an important prognostic factor and they are particularly influential on long-term health services overuse. While cognitive behavioral therapy is perhaps the most well-known strategy for reducing depressive symptoms in primary care, simpler strategies delivered by non-psychologists are needed and might be an equally effective alternative.[@bib0425]

Professional background has the potential to suppress or enhance the effects of reassurance. Allied health practitioners should also consider ways to boost their credibility. Although the positioning of medical equipment in a clinic room has been shown to boost believability in one study,[@bib0430] these findings have not been replicated. Alternatively, practitioners could try shifting the focus of education to what the patient really wants to know about.[@bib0280] Practitioners who focus more on the data gathering stage of the consultation and target their education to the specific concerns of the patient, could be more successful that those who provide generic educational messages. Reducing the threat value of these data, such as thoughts and beliefs about low back pain, can reduce pain intensity.[@bib0435] Communication skills are likely to be important and formal training in providing a "good back consultation" might enhance the effects reassurance. It is also plausible that allied health practitioners might benefit from Kessel\'s[@bib0270] idea of the reassuring doctor, who:""...*appears strong, firm in his \[sic\] purpose, absolutely dependable, unable to be upset by anything the patient may say or do, unflustered, unembarrassable, unassailable, free from weakness*." Kessel[@bib0270], Page 1129, Paragraph 2."

Recommendations for research {#sec0040}
============================

Discussing risk using prognostic models can reduce distress in conditions such as breast cancer,[@bib0440] and reduce the likelihood of unnecessary, invasive intervention in other cancers.[@bib0445] Prognostic profiling in primary care could be a useful starting point for improving the effects of reassurance. Risk communication also has the potential to fulfill a fundamental requirement of effective reassurance: removing uncertainty. Using a clinical tool such as PICKUP can help identify trial participants who would be appropriate for minimal intervention. These are patients that a practitioner could confidently reassure of a positive prognosis, and support this assurance with evidence in the form of individualized risk data. A website that accompanies the PICKUP publications (<http://myback.neura.edu.au/>)[@bib0450] will facilitate formal testing of this approach.

Future randomized trials should test novel methods to alleviate emotional distress in patients with physical symptoms. The model presented in [Fig. 1](#fig0005){ref-type="fig"} can also be used to guide research. Keys areas of uncertainty include the mediating role of reassurance and the effect of practitioners providing different explanations of symptoms, on functional outcomes. Patient decision aids and infographics have been shown to inform health decision-making and motivate behavior change across multiple medical conditions[@bib0445] but are largely untested in low back pain. Combining personalized educational content with novel information delivery methods, e.g. via social media platforms such as Twitter, has the potential to provide reassurance on a global scale.
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